Postoperative and post-traumatic pain often presents management difficulties. The use of local anaesthesia for regional or plexus block has been shown, in some situations, to have advantages over conventional methods of pain relief. I Our patient presented with post-traumatic leg pain which was inadequately relieved by opioids. Control of the pain was achieved by repeated injections of local anaesthetic drug through a catheter placed near the sciatic nerve.
CASE HISTORY A 28-year-old man was transferred from a country hospital because of multiple injuries sustained in a motor vehicle accident. These injuries included a suspected ruptured spleen and numerous fractures. He was resuscitated and transferred to the Royal Adelaide Hospital where he underwent a laparotomy and splenectomy, open reduction and internal fixation of fractured left femur and a reduction of dislocated right hip.
Postoperatively he was managed in the Intensive Care Unit. Pain was treated by pethidine infusion for two days, followed by intermittent intramuscular injections of morphine and pethidine as ordered by the surgical staff.
On the seventh day following admission he returned to theatre for open reduction and internal fixation of his fractured right acetabulum. Following this procedure his pain was managed with intermittent intramuscular injections of papaveretum and pethidine, progressing to oral analgesia. On day 23 he began to complain of burning pain down the back of his left leg and ankle. This was thought to be due to sciatic nerve damage and carbamazepine was added to his regime of four-hourly oral codeine phosphate 60 mg.
This
was ineffective as were phenoxybenzamine, transcutaneous electric nerve stimulation and interferential treatment. Up until this point the patient had resolutely refused any further needles. In particular, he did not want any procedures involving 'needles in the back'. This, coupled with positional problems secondary to pelvic fractures and traction, ruled out any attempt at sympathetic block or epidural analgesia.
On day 27 a sciatic nerve block (anterior approach) was performed using a 21-gauge spinal needle. A solution of 0.315% bupivacaine plain 20 ml was used. This and a subsequent reinjection provided excellent pain relief, the pain then being rated 2 out of lOon a visual analogue pain scale. This compared with 10 with no medication and 5 with papaveretum.
It was thus decided to place a catheter close to the sciatic nerve to enable repeated doses of local anaesthetic to be given. Again the anterior approach to the sciatic nerve was used. A 14-gauge 225 millimetre needle was used and an 18-gauge Portex® epidural catheter was passed through this needle, the needle withdrawn and the catheter secured.
This first catheter fell out after two days and thus for a further two days, intermittent intramuscular injections of pethidine were gIven.
Pain relief with opioids was again unsatisfactory and another catheter was placed. This time a 19-9auge needle and catheter (special procedure needle, catheter over needle -Linderquist P.T.C. type -Meadox Surgimed, Denmark) from the Radiology Department were used. Needle placement was confirmed using a Digistim 3 ® nerve stimulator. This catheter was used for a further four days and no other analgesia was required. On the first of these nights he became sweaty and agitated and this was thought to be due to opioid withdrawal.
'Top-ups' were performed by anaesthetic registrars in the emergency theatre suite. This was following the recommendations of an acute pain management unit in the U.S.A.2
The usual dose was 30 ml of 0.5% bupivacaine with 1 :200,000 adrenaline. The time between top-ups that were able to be given soon after patient request varied from 230 to 375 minutes (median 274 minutes).
After four days it became administratively impossible to continue transport of the patient from ward to theatre and the catheter was removed. Opioid analgesia was recommenced with intramuscular pethidine and then oral oxycodone. Amitriptyline and carbamazepine were also given.
He was gradually mobilised and was discharged two months after admission still requiring oxycodone. He has returned interstate and has not been seen again at this hospital.
DISCUSSION This patient presented a problem of FIGURE 2.-The catheter was sutured to the skin and traumatic neuralgic pain unrelieved by covered with 'Op-Site'®. conventional means.
Smith et al., 3 had provided pain relieffor an ischaemic foot with a continuous sciatic nerve block using a catheter inserted from the posterior approach. Economacos 4 reported forty-four patients in whom a sciatic nerve catheter had been placed by either anterior, lateral or posterior approach. Because of our patient's position and traction an anterior approach was necessary to insert an indwelling catheter. We found that sciatic nerve block via this catheter provided excellent analgesia. Repeated nerve blocks are uncommonly performed in this hospital and in this case there were administrative difficulties that resulted in early cessation of treatment. It is hoped that an acute pain management unit, able to deal with such patients, will be established at this hospital.
Repeated sciatic nerve blockade using 0.25% or 0.5% bupivacaine with adrenaline provided excellent relief of pain that was previously poorly controlled with opioids as ordered by the surgical team. The patient had however received opioids for nearly four weeks and a progressive reduction in dose would have been appropriate in order to avoid the clinical features of sudden withdrawal.
She had been a heavy smoker until four months prior to surgery, when she developed vague right-sided chest pain and felt tired and forgetful. Chest X-ray and CT scan of the chest revealed a mediastinal mass.
Her past history included hypertension treated with metoprolol and diet-controlled diabetes.
She had had three uneventful general anaesthetics for caesarean section, the last being thirty years ago. Routine preoperative assessment revealed no abnormality.
Premedication was pethidine 75 mg and phernergan 25 mg IMI one hour prior to
